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Objectives: This study conducted a linguistic and psychometric evaluation of the
Chinese Counseling Competencies Scale-Revised (CCS-R).
Methods: The Chinese CCS-R was created from the original English version using
a standard forward-backward translation process. The psychometric properties of the
Chinese CCS-R were examined in a cohort of 208 counselors-in-training by two
independent raters. Fifty-three counselors-in-training were asked to undergo another
counseling performance evaluation for the test-retest. The confirmatory factor analysis
(CFA) was conducted for the Chinese CCS-R, followed by internal consistency, test-retest
reliability, inter-rater reliability, convergent validity, and concurrent validity.
Results: The results of the CFA supported the factorial validity of the Chinese
CCS-R, with adequate construct replicability. The scale had a McDonald’s omega of
0.876, and intraclass correlation coefficients of 0.63 and 0.90 for test-retest reliability
and inter-rater reliability, respectively. Significantly positive correlations were observed
between the Chinese CCS-R score and scores of performance checklist (Pearson’s
γ = 0.781), indicating a large convergent validity, and knowledge on drug abuse
(Pearson’s γ = 0.833), indicating a moderate concurrent validity.
Conclusion: The results support that the Chinese CCS-R is a valid and reliable measure
of the counseling competencies.
Practice implication: The CCS-R provides trainers with a reliable tool to evaluate
counseling students’ competencies and to facilitate discussions with trainees about their
areas for growth.
Keywords: psychometric evaluation, counseling competencies, addition counseling, counseling education,
Chinese
INTRODUCTION
Counseling has been proven to effectively promote many aspects of mental, psychological,
and behavioral health (Bower et al., 2003; Lancaster and Stead, 2005; McFadden et al., 2019).
Counseling is provided to individuals with problems in mental, psychological, or behavioral areas
by counselors who are considered to be functioning well in these areas, relative to these individuals
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(Gladding, 2004). In their work, counselors draw on various
principles of mental health, psychology or human development
to implement cognitive, affective, behavioral or systemic
interventions that address wellness, personal growth, career
development, and pathology (Gladding, 2004). Notably, the
effectiveness of counseling services depends on the quality and
competence of the counselor (Agarwal et al., 2019).
To become a competent counselor, an individual must
develop effective counseling skills and demonstrate a professional
disposition and behavior (Hatcher and Lassiter, 2007; Fouad
et al., 2009). Clinical counseling supervisors facilitate their
supervisees’ development and evaluate their mastery of the
knowledge, skills, and professional disposition required of
competent professional counselors [Council for Accreditation
of Counseling and Related Educational Programs (CACREP),
(2016)]. Clinical counseling supervisors also serve as gatekeepers
to the profession and deny entry to those who do not achieve the
necessary competencies [Association for Counselor Education
and Supervision (ACES), 2011; Bernard and Goodsource,
2013; American Counseling Association (ACA), 2014]. Through
evaluations, supervisors can evaluate their counseling students’
skills and discuss their strengths and areas for growth, which
ultimately enhance the practices and the services provided
to clients (Lambie and Swank, 2016). Therefore, counseling
educators and supervisors require tools with which to evaluate
students’ counseling skills, dispositions, and behaviors (Swank
and Lambie, 2012; Swank, 2014).
Although clinical supervisors are expected to perform the
above-described developmental and remedial evaluations of their
supervisees’ counseling competencies, few specific guidelines
are available to direct the evaluation process (Hensley et al.,
2003). Specifically, no consensus has been reached regarding
the standardized evaluation criteria for determining a minimum
level of counseling competency, and few tested assessments
are available to measure supervisees’ counseling competencies.
This situation fosters subjectivity in supervisory assessments and
potential remediation (McAdams and Foster, 2007; Karpenko
and Gidycz, 2012). Recently, the Counseling Competencies Scale
(CCS) was developed for this purpose, and empirical studies have
indicated that this assessment instrument could comprehensively
measure students’ development of counseling competencies
(counseling skills, disposition, and behavior) (Swank et al., 2012;
Lambie and Swank, 2016; Lambie et al., 2018).
The CCS was initially developed by the Council for
Accreditation of Counseling and Related Educational Programs
(CACREP) (Swank et al., 2012). A refined version, the Counseling
Competencies Scale-Revised (CCS-R), was subsequently
promoted and validated (Lambie and Swank, 2016; Lambie et al.,
2018). The CCS-R addresses two domains: (1) counseling skills
(12 items) and (2) professional disposition and behavior (11
items). Supervisors can rate their supervisees’ levels of counseling
competency pertaining to the items by using a rubric of five
response categories including harmful, below expectations, near
expectations, meets expectations, and exceeds expectations.
Previous studies have demonstrated the convergent validity
of the CCS-R through significant associations with counseling
Skills, Dispositions, and Behaviors (Swank et al., 2012; Lambie
and Swank, 2016). The results of validation analyses revealed
strong internal reliability (Cronbach’s α = 0.96 for all items,
Cronbach’s α = 0.94 the for domain of counseling skills,
Cronbach’s α = 0.96 for the domain of professional disposition
and behavior) and excellent inter-rater reliability (intraclass
correlation coefficient [ICC]= 0.84) (Lambie et al., 2018), which
supported the use of the CCS-R to measure the counseling
competencies of trainees.
China is one of the most populous countries in the world.
Currently, many Chinese citizens are experiencing increased
behavioral, mental, and psychological distress in response to
intensified social competition and rapid social change (Zhang,
2018). However, counseling training and services remain rare
in China, and no counseling competency evaluation is currently
available (Zhao, 2014; Ng et al., 2017). The introduction of
standard tools for counseling competency evaluation may help to
increase awareness about counseling and promote both quality
training and best practices for the counseling services provided
to Chinese clients. However, the CCS-R has not been adapted
culturally or linguistically for the Chinese population. Therefore,
this study aimed to adapt the CCS-R culturally for a Chinese
population and to validate the psychometric indexes of the
translated CCS-R in a cohort of Chinese counselors-in-training
in Hong Kong.
Conceptual Framework for Validation
According to the 2016 CACREP Standards (Council for
Accreditation of Counseling and Related Educational Programs
(CACREP), (2016)). the requirement for addiction counseling,
the entry-level counselor students who are preparing to specialize
as addiction counselors are expected to possess the knowledge
and skills in the context of addiction counseling, treatment, and
prevention programs, as well as in a more broad mental health
counseling context (Council for Accreditation of Counseling and
Related Educational Programs (CACREP), (2016)). Similarly,
studies have shown that a counselor’s knowledge of abuse is a
major predictor of the quality of the counseling service and the
treatment outcomes for substance abusers [Hensley et al., 2003;
Association for Counselor Education and Supervision (ACES),
2011]. Inadequate knowledge may lead to negative consequences
of addiction management (Hensley et al., 2003), therefore, the
gatekeepers have to deny entry of those who do not master
the necessary knowledge on drug abuse as addiction counselors.
In addition, the counseling process is a planned, structured
dialogue between a counselor and a client. The completion of the
counseling procedure reflects that the counselor could basically
use consulting skills, build relationships with clients, and respond
to the communication (Carroll-Alfano, 2019). As stated above,
the knowledge of drug abuse and the completion of counseling
procedures were used as validation indexes of the CCS-R.
METHODS AND MATERIALS
This descriptive study to determine the psychometric properties
of the Chinese CCS-R was conducted in association with
the Medical Peer Addiction Counseling (MedPAC) Quitline
Service in Hong Kong. An expert panel of five bilingual
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experts from the fields of behavioral intervention, psychology,
addiction intervention, and clinical counseling was created. We
obtained the standard manual of the CCS-R and permission
to translate the scale into the Chinese language from the
authors and the CACREP. This study received ethical approval
from the Institutional Review Board of the University of
Hong Kong/Hospital Authority Hong Kong West Cluster
(UW 20-395), and has been registered with ClincalTrial.gov
(NCT04547517). This study was conducted according to the two
major phases recommended in the Guidelines for Establishing
Culture Equivalency of Instruments (Ohrbach et al., 2013):
phase I, translation and cultural adaptation, and phase II,
translation validation and documentation. A flowchart of the
process is presented in Figure 1.
Phase I: Translation and Cultural
Adaptation
The original English version of the CCS-Rwas first translated into
Chinese by a postdoctoral fellow who was knowledgeable about
the scale content and a PhD student who was unfamiliar with
the scale content to minimize bias. The two translated versions
were synthesized into a single version, and discrepancies were
discussed by the research team. After a review and modification
by the expert panel, the Chinese version was back-translated
into English by two independent bilingual translators without
prior knowledge of the scale content. The expert panel reviewed
and compared the backward translation with the original scale
with the understanding that the translation process aimed to
maintain conceptual rather than literal meaning (Wynd et al.,
2003). Minor modifications of a few items were then made to
enhance clarity, following the recommendations of the expert
panel. Subsequently, the expert panel independently rated the
content validity of the translated CCS-R on a 4-point scale
(1 = not relevant to 4 = very relevant) and the semantic
equivalence on a 4-point Likert scale of appropriateness (1 =
not appropriate to 4 = very appropriate) (Norwood, 2000).
The translated scale received a content validity index (CVI) of
0.922 (Part A:0.983, Part B:0.855; acceptable score>0.80, possible
range: 0–1) and a semantic equivalence score of 0.913 (Part
A:0.917, Part B:0.909; acceptable score >0.80, possible range:
0–1) (Supplementary Table 1).
Finally, the translated CCS-R was evaluated in a pilot test with
a convenience sample of 10 counselors employed by a Youth
Quitline, which provided telephonic smoking-cessation services.
Written consent was obtained from the 10 counselors, who were
then evaluated during the provision of telephonic counseling by
two independent experienced senior counseling directors using
the translated CCS-R. No requests for further clarification were
made during the pilot test. A pre-final Chinese version of the
CCS-R was confirmed and prepared for further evaluation.
Phase II: Translation Validation and
Documentation
Participants
The study participants included counselors-in-training and
raters. Students enrolled in the MedPAC training course were
approached to participate as counselors-in-training in the study.
They were deemed eligible if they (1) had completed the training
courses led by the MedPAC research team, (2) were aged 18 years
or above, and (3) could speak Cantonese and read traditional
Chinese. Participants were excluded if they failed to provide
written consent and did not participate in an written test of
counseling related test and oral test of counseling performance.
According to the guideline that specified a respondent-to-item
ratio of 5:1 (Tsang et al., 2017), a sample of at least 120
participants was required to cover the 23 CCS-R items evaluated
in this study.
Of the 234 counselor-in-training approached for the study, 26
were excluded because they refused to participate (n = 3), did
not complete the oral examination (n= 16), were not Cantonese
speakers (n = 1) or were younger than 18 years (n = 6). Finally,
208 participants were included in this study.
The raters were four senior counseling supervisors and
four senior counselors. The senior counseling supervisors held
Master’s or higher degrees and had at least 2 years of experience in
counseling training and supervision. The senior counselors held
Master’s or higher degrees and had at least 2 years of counseling
experience. All of the raters were female.
Measures
Counseling Competency Scale-Revised (CCS-R)
The 23-item CCS-R measures counseling competencies within
two domains: (A) counseling skills and therapeutic conditions
(12 items) and (B) counseling disposition and behavior (11 items)
(Lambie et al., 2018). Each item is scored using five supervisor-
rater evaluation response categories: (a) harmful, 1 point; (b)
below expectations, 2 points; (c) near expectations, 3 points;
(d) meets expectations, 4 points; and (e) exceeds expectations, 5
points. The scores of the items in each domain are then summed
to yield two domain scores with possible ranges of 12–60 points
and 11–55 points, respectively. A higher score indicates a better
performance of counseling competencies.
Knowledge of the Drug Abuse
The knowledge of drug abuse was rated on a five-point scale
with 10 items. All items were scored with 1 indicating “strongly
disagree,” 2 indicating “disagree,” 3 indicating “really can’t say,”
4 indicating “agree,” and 5 indicating “strongly agree,” excepting
the item 6 scored oppositely. The scores of all items were summed
with a range of 10–50 points. The higher scores indicated a better
mastering of knowledge of drug abuse. The reliability of the
Chinses scale has been empirically examined with a Cronbach’s
alpha of 0.88 (Beat Drugs Fund, 2021).
Performance Checklist for the Oral Test
The performance checklist was developed based on the “5A”
approach (ask, advise, assess, assist, and arrange) following the
recommendations of current guidelines for cessation counseling
by the Youth Quitline research team (Fiore et al., 2008), and
was validated in a previous study (Li et al., 2017). The checklist
includes 21 items divided into five domains: ask, advice, assess,
assist, and arrange. Each item is scored on a 3-point scale:
0 = not attempted, 1 = attempted but not satisfactory and
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FIGURE 1 | Flowchart of materials and method for the translation and validation of the CCS-R.
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2= satisfactory. The full performance checklist scores range
from 0 to 42 points, with higher scores indicating a more
comprehensive counseling performance.
Procedure
Prospective counselors who attended the counseling training
provided by MedPAC were screened and invited to participate in
this study. After receiving an explanation of the study purpose
and procedure, eligible counselors-in-training who agreed to
participate were required to provide signed written consent.
All of the participants were asked to complete a demographic
form that included their age, gender, enrolled curriculum, and
educational level at the time of training course registration.
After completing the training course, all of the participants were
invited to participate in a written evaluation of knowledge on
drug abuse. Within 5 days, the participants then participated in
an oral test rated by two independent counseling supervisors
who used the CCS-R and performance checklist to evaluate
the telephonic counseling provided to simulated drug abusers
using a standardized scenario. Participants who completed this
evaluation during the first oral test session were asked to undergo
an additional counseling evaluation within the following 4 days
(test-retest). After the oral test, feedback from the raters was
collected and record. All of the procedures were conducted in
spoken Cantonese and traditional written Chinese.
Data Analysis
The participants’ demographic characteristics and performance
scores are summarized using descriptive statistics (e.g., means,
standard deviations, frequencies, and percentages). All of the
statistical tests were two-sided, and a p ≤ 0.05 was considered
to indicate statistical significance.
Factorial validity was evaluated using a confirmatory
factor analysis (CFA). The Akaike Information Criterion
(AIC), Tucker–Lewis index (TLI), root mean square error
of approximation (RMSEA), comparative fit index (CFI),
goodness-of-fit (GFI), and standardized root mean square
residual (SRMR) were used to evaluate the goodness of fit of the
factor analysis models. The AIC is a criterion for the goodness
of fit, with the lowest AIC indicating a preferable model. Cut-off
values of ≥0.95, ≤0.06, ≥0.95, ≥0.90, and ≤0.08 were used for
the TLI, RMSEA, CFI, GEI, and SRMR, respectively (Brown,
2006; Mvududu and Sink, 2013; Nunnally, 1994). The diagonal
weighted least squares (DWLS) estimator was considered and
used for the ordinal variables in the CCS-R. Values of 0.32, 0.45,
0.55, 0.63, and 0.71 indicated poor, fair, good, very good, and
excellent factor loading, respectively (Swank et al., 2012). Items
with factor loadings of <0.32 were removed (Gorusch, 1983).
Next, initial one-factor and the original two-scale model analyses
were performed (Jackson et al., 1993) using parameters based on
the theoretical structure of the instrument and the modification
indexes of AMOS. Then, the one-factor and two-factor models
were modified and the analyses were re-performed. Finally,
the one-factor and two-factor models were modified and the
analyses were re-performed.
Further psychometric evaluation of the CSS-R wasmade using
a bifactor model (Dueber, 2017). Internal reliability was assessed
using coefficient omega, which is similar to Cronbach’s α but
overcoming the strong assumptions of unidimensionality and
equal factor loadings of the latter. An omega value of 0.70 or
above is recommended to demonstrate a reliable total score (Gu
et al., 2017). Moreover, an omega hierarchical (omega H) value
was obtained to assess the percentage of variation attributable
to a single general factor. An omega H of at least 0.8 has been
suggested to indicate reasonable unidimensionality (Rodriguez
et al., 2016). In addition, factor score determinacy and construct
replicability were evaluated by factor determinacy (FD) and
H index values, respectively. An FD >0.9 indicates adequate
factor determinacy, and an H-value >0.8 indicates adequate
construct replicability (Rodriguez et al., 2016). A two-waymixed-
consistency measures intraclass correlation coefficient (ICC)
and 95% confidence interval were used to assess the test-
retest reliability and inter-rater reliability (IRR). ICC values
of 0.40–0.70 and >0.70 indicated acceptable and good test-
retest reliability, respectively (Shultz et al., 2020). IRR values of
0.60–0.74 and ≥0.75 indicated moderate and high reliability,
respectively (Cicchetti, 1994).
Studies have shown that a counselor’s knowledge of health
issue undergoing the counseling is major predictors of the quality
of the counseling service [Hensley et al., 2003; Association
for Counselor Education and Supervision (ACES), 2011]. The
convergent validity was assessed to examine the extent to which
the CCS-R was related to the knowledge of the drug abuse. The
concurrent validity was assessed between the CCS-R and the
performance checklist. Pearson’s correlation coefficient (γ) was
used to measure convergent and concurrent validity, and values
of 0.30 and 0.50 were considered to indicate moderate and large
correlations, respectively (Tabachnick and Fidell, 2013).
RESULTS
Of the 234 counselor-in-training approached for the study, 26
were excluded because they refused to participate (n = 3), did
not complete the oral examination (n= 16), were not Cantonese
speakers (n = 1), or were younger than 18 years (n = 6). Finally,
208 participants were included in the analysis. The participants’
demographic characteristics are presented in Table 1. The mean
age was 21.2 (SD = 3.56) years. The majority of the participants
were aged 18–25 years (n = 185, 88.9%), were female (n =
144, 69.2%) and were undergraduate students (n = 167, 80.3%).
The largest proportion of participants were enrolled in the
curriculum of medicine (n = 73, 35.1%), and social science
(n= 64, 30.8%). The mean scores of knowledge on drug abuse
and performance checklist were 44.0 (SD= 4.14) and 35.6 (SD=
2.88), respectively. Fifty-three participants who were rated (CCS-
R and performance checklist) on the first day completed a second
rating within 4 days (Figure 1).
Factor Validity
The CFA showed that none of the bifactor model, the initial
one-factor and two-factor models had a satisfactory fit. The
highest modification index was observed for seven pairs of
items: (1) 2A: professional ethics/2B: professional behavior, (2)
1F: reflecting summarizing/1G: advanced reflection, (3) 1G:
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advanced reflection/1H: confronting, (4) 1H: confronting/1I:
goal setting, (5) 1K: facilitate therapeutic environmental empathy
and caring/1L: facilitate therapeutic environment b: respect and
compassion, (6) 2D: knowledge and adherence to site and course
policies/2G: emotional stability and self-control and (7) 2F:
multicultural competencies in the counseling relationship/2H:
motivation to learn and grow/initiative. The pairs of items were
modified to have correlated errors. Table 2 summarizes the fit
indices of the attempted CFA models. The AIC indicated that the
modified two-factor model was the preferable one for the final
CCS-R with well performance across all fit indexes: χ2/df= 1.26,
TLI = 0.95, RMSEA = 0.04, CFI = 0.96, GFI = 0.90, and SRMR
TABLE 1 | Participants’ demographic information and counseling skill
performance.
Range N (%)/mean (SD)
(n = 208)
Age 18–40 21.2 (3.56)
18–25 185 (88.9)













Score of knowledge on drug abuse 32–50 44.0 (4.14)
Performance checklist 21–42 35.6 (2.88)
Counseling competencies scale-revised 60–107 86.9 (7.86)
Counseling skills and therapeutic conditions 28–58 45.0 (6.17)
Counseling dispositions and behaviors 30–50 41.9 (2.87)
= 0.05. All of the factor loadings were >0.32, and no items were
removed. The CCS–R items contributing to the counseling skills
and therapeutic conditions scale had factor loadings ranging
from 0.66 to 0.84 (i.e., good to excellent). Items contributing
to the counseling disposition and behavior scale had factor
loadings ranging from 0.40 to 0.68 (i.e., fair to very good). In
addition, the second-order factor loadings of the counseling skills
and therapeutic conditions scale and the counseling disposition
and behavior scale to the overall latent factor of counseling
competency were excellent, with a value of 0.76. Figure 2 depict
the standardized coefficients of the modified two-factor models.
Even not performing best, the bifactor model provided extra
information on the Chinese CCS-R. Table 3 displays further
statistical indices derived from the bifactor model. The coefficient
omega for all scales was found to be 0.95 (>0.70). The omega
hierarchical for the global scale was 0.84, and 0.06–0.20 for
subscales. Only the global scale had FD >0.9, andH-values >0.8,
indicating adequate construct replicability Figure 3 depict the
standardized coefficients of the bifactor models.
Reliability
A descriptive statistical analysis was performed to evaluate the
participants’ counseling performance (Table 4). The corrected
item-scale correlation values ranged between 0.55 and 0.81.The
total CCS-R score received a McDonald’s omega of 0.876.
McDonald’s omega values of 0.915 and 0.812 were calculated for
factor 1 (Counseling skills and therapeutic conditions), and factor
2 (Counseling disposition and behavior), respectively.
As shown inTable 5, the ICC value for the test-retest reliability
of the overall scale was 0.63 (p < 0.001), and the values
for individual items ranged from 0.42 to 0.76 for each items,
indicating that the tool was acceptably stable. The ICC values
for factor 1 and factor 2 were 0.73 and 0.51, indicating good and
acceptable stability, respectively.
The ICC for the IRR of the overall scale was 0.90 (p < 0.001),
indicating a high degree of agreement between the counseling
supervisors. The ICC value for factor 1 was 0.93, indicating
a high degree of agreement between the supervisors and the
assignment of similar scores for the participants’ counseling skills
and therapeutic conditions across the raters. The IRR value of
0.62 for factor two indicated that the counseling supervisors had
TABLE 2 | Fit Indexes from the confirmatory factor analysis with the counseling competencies scale-revised data.
Model χ2 df χ2/df AIC TLI RMSEA CFI GFI SRMR
One-factor
Initial 410.24 230 1.78 502.24 0.86 0.06 0.87 0.85 0.06
Modified 321.93 225 1.43 423.93 0.92 0.05 0.93 0.88 0.06
Two-factor
Initial 379.01 229 1.66 473.01 0.88 0.06 0.89 0.86 0.06
Modified 279.30 222 1.26 384.50 0.95 0.04 0.96 0.90 0.05
Bifactor 396.41 209 1.90 611.44 0.84 0.07 0.87 0.86 0.08
Cut-off values <3.0 – ≥0.95 ≤0.06 ≥0.95 ≥0.90 ≤0.08
AIC, Akaike Information Criterion; TLI, Tucker–Lewis Index; RMSEA, Root Mean Square Error of Approximation; CFI, Comparative Fit Index; GFI, Goodness-of-fit Index; SRMR,
Standardized Root Mean Square Residual.
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FIGURE 2 | CCS-R modified two-factor model confirmatory analysis results.
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TABLE 3 | Bifactor model statistical indices for the CSS-R.
Scales Omega Omega H FD H
Overall counseling competencies scale score 0.95 0.84 0.95 0.95
Counseling skills and therapeutic conditions 0.97 0.20 0.87 0.75
Counseling dispositions and behaviors 0.72 0.06 0.77 0.52
omega H, omega hierarchical; FD, factor determinacy; H, H index values.
reached a moderate degree of agreement and suggested that the
participants’ counseling dispositions and behaviors were scored
less similarly across the raters.
Validity
Significant positive correlations were observed between the total
CCS-R score and scores of knowledge on drug abuse (Pearson’s
γ = 0.833, p = 0.015) indicating a large convergent validity, and
between the total CCS-R score performance checklist (Pearson’s
γ = 0.781, p < 0.001), indicating a moderate concurrent validity.
DISCUSSION
This is the first study to rigorously translate the CCS-R into
Chinese and evaluate its psychometric properties by evaluating a
cohort of counselors-in-training in China. The analysis revealed
satisfactory reliability and validity. The study results support
the use of this tool to measure the counseling competencies of
trainees in the Chinese population.
The CFA conducted in this study showed that the modified
two-factor model was the best fitting one, which supported the
two-factor structure of the CCS-R. The factor loadings were
>0.70, with good fit indexes. The information derived from the
bifactor analysis demonstrated the essential unidimensionality of
the instrument. The overall score scale had a high omega H of
0.84, which is merely 11% lower than its omega, whereas the
subscales had a generally low omega H. Second, only the overall
score had adequate FD and H values, indicating that the overall
score has adequate factor determinacy and construct replicability.
The results support the construct validity of the Chinese CCS-
R and the use of this scale to measure the competencies of
Chinese counselors-in-training with respect to skills, therapeutic
conditions, disposition, and behavior. However, in the modified
two-factor model, there were seven pairs of error covariance,
which also appeared in the original scale, a modified version of
scale should be developed in the future.
The corrected item-scale correlation is used to assess the
extent to which an item is associated with its corresponding
scale, and a value >0.3 must be achieved (Tabachnick and Fidell,
2013). In this study, the corrected item-scale correlation values
ranged between 0.55 and 0.81. Moreover, the Chinese CCS-
R had satisfactory internal reliability, with overall McDonald’s
omega values >0.80. The ICC value for the test-retest reliability
of the overall scale was 0.63 (p < 0.001), indicating that the
tool had acceptable stability. According to a previous study, brief
feedback from supervisors was reported to promote the skills of
counselors (Muñoz et al., 2019). Therefore, the observed test-
retest discrepancies may be due to the feedback and suggestions
given to the counselor-in-training at the end of performance
evaluation, as this may have led to improvements in the students’
counseling skills in consequent performances. This possibility
was supported by the observation that the mean score of the
subsequent performance (mean = 89.2, SD = 7.7) was higher
than that of the first performance (mean= 86.0, SD= 8.2).
The results of the IRR analyses of the CCS-R domains and
total scale (counseling skills and therapeutic conditions,0.93;
counseling dispositions and behaviors,0.62; total CCS–R,0.90)
were acceptable. Additional training in the use of the CCS–
R might improve the CCS–R IRR scores in the counseling
disposition and behavior domain. Still, the raters reported that
the items in factor 2 were difficult to evaluate because they
required long-term observation. In future studies, the items in
factor 2 could be modified for a better evaluation.
The associations of the Chinese CCS-R with the performance
checklist (Pearson’s γ = 0.781, p < 0.001) and score of
knowledge on drug abuse (Pearson’s γ = 0.833, p = 0.015)
were confirmed. These large and moderate correlations reflected
acceptable concurrent and construct validity, respectively. The
findings were consistent with those of previous studies that
identified associations between the quality of the counseling
service and knowledge and essential questions [Hensley et al.,
2003; Association for Counselor Education and Supervision
(ACES), 2011]. The convergent validity of the Chinese CCS-R
demonstrated the hypothesized associations that counselors
with higher scores on the knowledge on drug abuse had
focused on counseling knowledge, and that completing
comprehensive counseling procedures could enable better
counseling competencies.
Limitation
This study had several limitations. First, the sample population
was restricted to a single addiction counselor training program,
and therefore, the results might not be representative of all
counselor preparation programs. Future studies should involve
multiple centers and different counseling settings to ensure the
generalizability of the findings. In addition, the relatively small
sample size of 208, compared to the sample of more than 1,000
participants in the original study for the scale development,
may have limited the CFA. A study with a larger population
is required to further assess the validity of the Chinese CCS-
R and establish the norms that will facilitate the interpretation
of individual results. Second, although the IRR ICC scores for
the total CCS–R (0.90) and CCS–R Factor 1 (0.93) were high,
the lower IRR ICC score for CCS–R Factor 2 (0.62) warrants
consideration. Third, considering this study was conducted
attaching to a counseling training programme. Therefore, we
did not control the feedback given by the raters after the oral
test, which may lead to the observed test-retest discrepancies. In
addition, due to the man power limitation, all the raters were
female. Whether the all-female rates may influence the rating
of the scale during validation was unclear. A study should be
conducted with strict control and male raters to further confirm
the rest-retest reliability of CCS-R and potential effect. Finally,
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FIGURE 3 | CCS-R bifactor model confirmatory analysis results.
we assessed the participants’ counseling disposition and behavior
within a short time, whereas the CCS-R manual suggested an
observation period of ∼1 semester. In addition, providing the
relationship of counseling performance measured using CCS-R
to counseling process and outcome could help to enhance the
validity of the scale. Due to that long-term observation is needed
to recruit sufficient clients and obtain counseling outcomes,
this study could not provide such information at current
stage. A longer observation and evaluation of the participants’
counseling disposition and behavior should be conducted to
provide further evidence.
Implication
According to our literature review, there is a gap in knowledge
about the standard counseling training and evaluation provided
in China (Zhang, 2018). This study supports the use of the
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TABLE 4 | Descriptive and reliability statistics of the counseling competencies
scale-revised.
Mean (SD) Item total correlation*
Counseling skills and therapeutic conditions McDonald’s omega 0.915
Item 1A 4.02 (0.66) 0.68
Item 1B 3.96 (0.72) 0.76
Item 1C 3.84 (0.73) 0.77
Item 1D 3.80 (0.71) 0.76
Item 1E 3.56 (0.76) 0.77
Item 1F 3.62 (0.71) 0.74
Item 1G 3.63 (0.72) 0.72
Item 1H 3.35 (0.71) 0.72
Item 1I 3.67 (0.78) 0.59
Item 1J 3.86 (0.59) 0.58
Item 1K 3.82 (0.78) 0.81
Item 1L 3.82 (0.70) 0.80
Counseling dispositions and behaviors McDonald’s omega 0.812
Item 2A 3.82 (0.57) 0.79
Item 2B 3.86 (0.71) 0.65
Item 2C 3.82 (0.69) 0.68
Item 2D 3.94 (0.53) 0.58
Item 2E 3.94 (0.39) 0.66
Item 2F 3.71 (0.76) 0.64
Item 2G 3.75 (0.71) 0.70
Item 2H 3.88 (0.53) 0.78
Item 2I 3.77 (0.41) 0.55
Item 2J 3.62 (0.75) 0.71
Item 2K 3.79 (0.66) 0.56
Overall counseling competencies scale-revised McDonald’s omega 0.876
*A correlation between the question score and the overall assessment score.
CCS-R to measure the counseling competencies of counselors-
in-training in China. The CCS-R provides counseling educators
and supervisors with a tool to evaluate trainees’ competencies
and facilitate discussions about their strengths and areas
for growth (Swank et al., 2012; Swank, 2014). Given the
above-stated limitations, however, further studies of multiple
counseling preparation programs and more diverse samples
of counselors-in-training should be conducted to confirm the
generalizability of the CCS-R for the overall Chinese population.
In addition, studies to explore additional strategies for increasing
IRR in the counseling disposition and behavior subscale are
warranted. Finally, an examination of the relationship between
counselors’ CCS–R scores and their clients’ outcomes is needed
to test the inference that a higher degree of counseling
competency can predict increased changes in clients (i.e.,
criterion-related validity).
CONCLUSION
This study addressed a gap in the literature and practice by
developing a Chinese-translated version of the CCS-R and
examining its psychometric properties. The results suggest the











0.73 (0.52, 0.84) 0.93(0.89, 0.95)
Item 1A 0.58 (0.27, 0.75) 0.82 (0.54, 0.91)
Item 1B 0.59 (0.30, 0.77) 0.82 (0.55, 0.91)
Item 1C 0.66 (0.40, 0.80) 0.83 (0.58, 0.92)
Item 1D 0.56 (0.25, 0.75) 0.76 (0.48, 0.87)
Item 1E 0.73 (0.36, 0.89) 0.80 (0.51, 0.90)
Item 1F 0.41 (0.03, 0.65) 0.79 (0.52, 0.89)
Item 1G 0.50 (0.15, 0.71) 0.75 (0.22, 0.89)
Item 1H 0.58 (0.44, 0.69) 0.79 (0.52, 0.89)
Item 1I 0.42 (0.09, 0.66) 0.72 (0.16, 0.87)
Item 1J 0.44 (0.02, 0.68) 0.73 (0.48, 0.85)
Item 1K 0.56 (0.24, 0.75) 0.81 (0.51, 0.90)




0.51 (0.34, 0.68) 0.62 (0.44, 0.75)
Item 2A 0.51 (0.34, 0.73) 0.43 (0.08, 0.51)
Item 2B 0.69 (0.34, 0.84) 0.67 (0.46, 0.81)
Item 2C 0.47 (0.25, 0.57) 0.59 (0.32, 0.73)
Item 2D 0.76 (0.38, 0.91) 0.43 (0.12, 0.53)
Item 2E 0.76 (0.38, 0.91) 0.39 (0.18, 0.51)
Item 2F 0.49 (0.40, 0.54) 0.76 (0.30, 0.89)
Item 2G 0.54 (0.37, 0.73) 0.73 (0.42, 0.85)
Item 2H 0.79 (0.53, 0.96) 0.52(0.30, 0.67)
Item 2I 0.48 (0.34, 0.51) 0.59 (0.44, 0.71)
Item 2J 0.65 (0.32, 0.85) 0.76 (0.22, 0.89)
Item 2K 0.63 (0.39, 0.85) 0.68 (0.43, 0.81)
Overall scores 0.63 (0.34, 0.79) 0.90 (0.83, 0.94)
ICC, intraclass correlation coefficient; CI, confidence interval.
validity and reliability of the Chinese CCS-R for assessing the
counseling competencies of counselors-in-training in China.
The Chinese CCS-R provides Chinese counseling educators and
supervisors with an empirically tested measure and will enable
them to evaluate counselors-in-training in a thorough manner
and provide formative and summative feedback. These advances
will support the further development of counseling training and
the promotion of quality counseling services in China.
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